We report 210 cases of external biliary fistula treated in our clinics between 1970-1992. In 7 cases, fistulas were formed after iatrogenic bile duct injury, in 4 cases after exploration of common bile duct, in 4 cases due to disruption of biliary-intestinal anastomosis, and in 2 cases due to liver trauma. In 85 cases bile leak was observed after cholecystomy, in 103 cases after hydatid disease surgery, and in 4 cases after the passage of P.T.C. catheter. In one patient the appearance of the fistula was due to spontaneous discharge of a gallbladder empyema. 173 cases were managed conservatively, and 37 cases surgically.
INTRODUCTION
External biliary fistulas represent a well recognized complication of biliary surgery frequently necessitating laparotomy for its management [1, 2, 3] . By studying our series of external biliary fistulas we tried to provide some guidelines for the correct peratively is probably meaning an unrecognized surgical error or abnormal pathology around the biliary tree and results in unexpected prolongation of hospitalization [1, 2, 3] . Conservative management, as in this series, solve the problem in many cases otherwise an operation becomes mandatory [1, 4, 6, 7] .
The treatment of "iatrogenic fistula" must be, undertaken by experienced surgeons. The delayed repair, as in our cases, with an biliodigestive anastomosis is generally easier than an early one. This is due to resolution of the local inflammation and dilatation proximal, to the stricture [2, 4, 5] .
In the postcholedochotomy fistula endoscopic sphincterotomy as in our 2 cases, or endoscopic insertion of nasobiliary tube or endoprosthesis, are effective methods [1, 2, 6] .
The management of postanastomotic leakage is usually easy, without operative intervention. The synthetic somatostatin analogue, inhibits bile secretion [1] . In two of our patients, it was useful.
In most the patients with a cholecystostomy and an unobstructed bile system, the fistula gradually resolves [3] .
The hydatid surgery fistulas, in the absence of outflow obstruction in the distal bile duct, as in most of our cases, spontaneously stop [7] . We Biliary fistulation after intervation radiology for management of obstructive jaundice is considered a preventable ((iatrogenic//complication [1] . As in our series, successful external transhepatic bile drainage remains permanent, or can be followed by a successful surgical or percutaneous endoprosthesis.
The single spontaneous external biliary fistula in our series, represents a rare situation [8] . Tratement is cholecystectomy with excision of the fistulous tract.
